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Abstract 
Tuberculosis patients placed in isolation are prone to experiencing psychological effects of isolation. 
Anxiety, depression, loss of control, low self-esteem and stigmatisation are amongst the reactions that 
can be expected to occur during their time in isolation. Who better to meet the problem actively than the 
one who spends the most time with the patient, the nurse? 
The problem statement of thesis is therefore, “Can the nurse through use of her encounter with the 
patient, help patients with tuberculosis to avoid the negative psychological effects of isolation?”  It’s 
discussed out from four main points “acknowledging a need”, “social contact”, “Acceptance and 
emotional support” and “knowledge, understanding and communication”.  
The thesis is a literary study written in the form of an argumentative text in a form for essay style, 
making the thesis personal and easy to relate to. The theory and discussion based on scientific research 
in the form of qualitative research articles, quantitative statistic sites, books on psychology theory and 
Travelbee’s nursing theory as well as my own experience based knowledge from my nursing education. 
Together these are explored thoroughly exemplified through the use of a fictive patient case in order to 
create understanding and to make the problem livid. 
Through this thesis it becomes clear that the nurse through using herself therapeutically, through 
exuding mindfulness, through focusing on building a relationship with the patient and communicating 
clearly that these patients can indeed avoid the negative psychological effects of isolation. 
Key words: ‘isolation’, ‘tuberculosis’, ‘psychological effects’, ‘encounter’ and ‘communication’ 
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Sammendrag 
Tuberkulose pasienter i isolasjon er disponert for psykologisk effekter av isolsjonen. Angst, depresjon, 
mangel på kontroll, lav selvaktelse og stigmatisering er blant de reaksjonene som kan forventes av 
pasienten i loepet av isolasjonstiden. Hvem er bedre utrustet til å møte disse pasientene enn den som 
bruker mest tid med pasienten, nemlig sykepleieren? 
Oppgavens problemstilling er derfor «Kan en sykepleier i møte med pasienter med tuberkulose hjelpe 
dem å unngå de negative psykologiske effektene av isolasjon?» Oppgaven drøfter ut i fra fire 
hovedpunkter, «gjenkjennelse av behovet», «sosial kontakt», «aksept og emosjonell støtte» og 
«kunnskap, forståelse og kommunikasjon». 
Oppgaven er et literaturstudie skrevet som en drøftende tekst i essay form. Dette gjør oppgaven 
personlig og lett å forstå. Teori og drøfting er basert på vitenskapelig forskning som ble funnet i 
kvalitative forsknings artikler, kvantitativ statistikk fra nettsider, og bøker om Travelbee sin 
sykepleieteori. Sammen med erfaringskunnskap jeg har tilegnet meg gjennom sykepleiereutdanningen 
min blir disse diskutert og eksemplifisert ved bruk av en case for å kunne skape forståelse hos leseren og 
for å gjoere problemet relaterbart. 
Gjennom oppgaven blir det gjort klart at sykepleieren gjennom terepautisk bruk av seg selv, ved bruk av 
‘mindfulness’, ved tydelig kommunikasjon og ved å ha fokus på å bygge en relasjon med pasienten, kan 
hjelpe disse pasientene til å unngå de negative psykologiske effekter av isolasjonen. 
Nøkkelord: «isolasjon», «tuberculose», «psykologiske effekter», « samhandling» og «kommunikasjon» 
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1.0 Introduction 
Tuberculosis, respiratory infection caused by the bacteria Mycobacterium tuberculosis, is today viewed 
by many as an almost extinct disease and as irrelevant in our society. The shocking news is that 
pulmonary tuberculosis still infects over 8.8 million  and claims the lives of 1.45 million of those 
infected ((WHO), 2011).  This making it a reality that approximately 1/3 of the world’s population is 
infected with this ‘extinct’ disease. While the majority that are infected with tuberculosis are found 
outside of Europe, the numbers of incidences in Norway have been increasing over the last ten years. In 
2011, 361 cases of tuberculosis were found, the majority of these people contracting the disease abroad 
((FHI), 2012). Without treatment mortality rates are high; however, if treatment is received and followed 
through there is a cure rate of approximately 90% ((WHO), 2011).  
Norwegian laws state that all forms of tuberculosis are considered general contagious disease, and 
therefore are by law to be placed in isolation and treated in order to reduce the chances of a local and or 
national outbreak (Forskrift om tuberkulosekontroll, 2009). Patients in isolation, especially those with 
tuberculosis, are susceptible to developing negative psychological reactions during their time in 
isolation. These reactions they experience are often linked to lack of routines, daily constants, boredom 
and a lack of social and physical contact (Gammon, 1998). Gammon (1998) and Chalco et al. (2004) 
present that the needs of these patients can be broken down into three categories: knowledge and 
information, accept and emotional support, and social and physical contact. Through looking at these 
main points and Travelbee’s (1971) concept of nursing it can be discussed whether or not nurses, by 
using their encounter, can meet the patient’s needs and thus hinder these psychological effects of 
isolation from developing.   
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1.1 Choice and relevance of theme 
I chose the theme, the negative psychological effects of isolation on patients with tuberculosis, based on 
a few different reasons. I myself have experienced being put in isolation with the thinking that I had 
contracted a contagious disease while abroad. While for me this experience was short and ended well, it 
was one that has left me with an interest for what the patient can go through psychologically when 
detained over a longer period of time. In addition, tuberculosis and other communicable disease such as 
MRSA and HIV/AIDs are becoming more and more common in our society and I see that my own 
knowledge and understanding for what these patients go through is little and therefore an interesting 
topic to pursue. Isolation is not only used in wards with infectious disease as their focus, but most 
medical and surgical wards at some point or another have patients who need to be put under a regime of 
isolation making this a relevant topic for most nurses. Having an understanding of what people with 
tuberculosis go through in isolation can also be applied and related to other communicable and 
stigmatising sicknesses, such as MRSA and HIV/AIDs; giving this field even more relevance in our 
society. 
 
1.2 Problem statement, limitations and goal for assignment 
My problem statement is, 
 ‘Can nurses by using their encounter with the patient, help patients with tuberculosis to avoid the 
psychological effects of isolation from occurring?’ 
Tuberculosis is mostly seen contracted amongst people with HIV/AIDs, drug abuse problem (Shenoi 
and Friedland, 2009) and more commonly here in Norway amongst immigrants and travellers 
(folkehelseinstituttet, 2012). Tuberculosis is also seen amongst children but this is more seldom. 
Therefore I have chosen to limit my problem statement to focus on the adult patient with an immigrant 
background who is placed under isolation for a minimum of two weeks. Within this group we see people 
with various cultural and religious backgrounds. This is of course very important for the treating nurse 
to be aware of and can play an important role in the patient’s ability to avoid the psychological 
consequences of isolation. While it would be interesting, for the sake of time, I have chosen not to focus 
on the cultural or religious aspects, nor the linguistic challenges that can arise. They will be mentioned 
but not focused on. 
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In regards to how nurses can help these patients to prevent negative psychological effects from arising, 
emphasis will be placed on the importance of the encounter between nurse and patient. The practical 
aspects of isolation and the side effects of the sickness will not be mentioned nor focused on. 
My main goal with this assignment is to shed light on the opportunities the nurse has in her encounter 
with the patient to help the patient avoid the negative psychological reactions of isolation from 
developing.  
1.3 Disposition: Form and style 
I have decided to take a non-traditional approach to this subject with a clear narrative voice, writing it as 
a form for English essay style. The thesis is divided into three sections. The first section includes the 
introduction and methods and ethics. This entails a broad introduction to my theme, problem statement 
and its limitations; as well as presenting the way in which I have researched my subject, found 
information, criticised my sources and my method, and taken a look at the ethical foundations for the 
assignment.  
The second section is the main body which will consist of theory and discussion simultaneously creating 
an argumentative text.  It will be divided into four different sections: “Acknowledging a need”, “Social 
contact”, “Accept and emotional support”, and “Knowledge, understanding and communication”; each 
of these sections presenting an important angle for approaching the problem statement. Throughout this 
section I make use of a fictive situation in order to create a depiction of the theory’s connection to 
reality.  
The third section is the conclusion, where it will be decided whether the problem statement can or 
cannot be answered; thus completing my thesis. 
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2.0 Methods and Ethics  
A methods section, as I understand it, is to describe in detail one’s methodological approach to how one 
conducted the study, the validity of the sources used and a constructive look at the ones way of going 
about it (APA, 2010). In this section this will be presented; starting with how I searched for relevant 
literature and which expectations are anticipated of the literature and sources. Further, the literature will 
be presented along with my critique. I then move onto my approach to my thesis, how it will take form 
and critique of this. To end it off, it will be explained how the ethical requirements that are expected of 
my thesis are kept. 
 
2.1 Searching for literature 
I started my literature search by making a list of the relevant terms and then began my search via the 
health library’s (helsebilioteketet) database search engines. I used Ovid nursing, PubMed as well as 
Google scholar when looking for relevant articles. I availed terms such as: ‘tuberculosis’, ‘MDR-
tuberculosis’, ‘source isolation’, ‘patient isolation’, ‘psychological effects’, ‘coping’, ‘empowerment’, 
‘mindfulness’, ‘encounter’ and ‘communication’; and in various combinations. When looking for 
quantitative information and statistics about tuberculosis World Health Organisation (WHO) and the 
Norwegian public health institute’s (folkehelseinstitutet: FHI) statistic databases were utilised. I have 
also been to the local libraries to find books on nursing theories which could prove relevant for my 
theme.  
 
2.2 Literary findings and critique 
A lot of time was exerted looking for precisely the right articles, finding many which were partly 
relevant which could be applied to back up some of my main findings. For all the articles I found I tried 
to find reliable sources from known publicists, and which exhibited credibility. Before using an article I 
looked though their sources, who the author is and their accomplishments, tried to evaluate their use of 
methods and determine what their standing is in relation to their research. 
I set limits to the publication date of the research, hoping not to have to go further back in time than 10 
years, in order to have the most updated information within the field. However, the majority of research 
done within this field happened in the 1990’s. Thus, I have chosen to allow the use of research as far 
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back as 1990. Since it is research that can be up to 20 years old it can be debated whether the findings 
are still relevant and whether they have consistency with today’s situation. I have tried to use the most 
recent research of what I found; however, the majority of the most recent articles use these older sources 
as their main references and foundations. Therefore I have found it relevant to use the originals. 
When looking for articles about the patients experience and needs during isolation I focused on finding 
qualitative based research which would give a more descriptive foundation for my paper, allowing it to 
be influenced by the personal aspect of the issue. I used a lot of time finding the right articles for my 
assignment, finding a few that give a good foundation and support to my problem statement.   
Patricia Kelly (1999) wrote an interesting article “Isolation and stigma: the experience of patients with 
active tuberculosis”, presenting qualitative research which questioned tuberculosis patients on their 
views on the negative effects of their diagnosis on their life. Another article I found was by Chalco et al 
(2006) who did a qualitative study where both nurses and their patients with MDR-TB were observed 
over the course of eight years. In the article “Nurses as providers of emotional support to patients with 
MDR-TB” it is the nurse’s role that is looked at. It is further discussed how the nurse can impact the 
patient positively, and thus help the patient cope with the situation at hand.  
A general critique to using qualitative research, such as these two, is that the authenticity of the answers 
can be questioned. Are the answers the participants are giving influenced by biases or answers that are 
coloured for giving a better impression? Can subjective information be applied and generalised?  These 
are issues that I have considered, and which can thus question the validity of the research in regards to 
my topic. While these are good questions, qualitative research gives answers to questions which are 
difficult to quantify. When looking at whether or not nurses can help patients with tuberculosis to avoid 
the psychological effects of isolation it demands an amount of subjectivity; and therefore qualitative 
research is best suited. These articles are products of research which was done over longer periods of 
time and amongst various people types (male, female, young, old, varying ethnic backgrounds), 
allowing for a certain amount of generalisation.  I have therefore chosen it as is the best suited form of 
research to answer my problem statement  
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J. Gammon has written two articles which I will be using, “Analysis of the stressful effects of 
hospitalisation and source isolation on coping and psychological constructs” (1998), and “The 
psychological consequences of source isolation: a review of literature” (1999). In the first article, from 
1998, Gammon presents his own qualitative research study on the psychological effects of both 
hospitalised and isolated patients, so to compare the two. He discusses further the needs these patients 
have and how they can be met. His research is not specifically related to patients with tuberculosis, but 
rather on patients with communicable diseases. He does not state in his research how many in his study 
had tuberculosis, but rather he generalises all communicable diseases under one.  Therefore one can 
question whether or not his claim, that his findings are suitable directly for those with tuberculosis, is 
reliable. However, since tuberculosis is a communicable disease and since his findings have proven to 
be coinciding with other research found on tuberculosis; I have deemed Gammon’s research as relevant 
for my problem statement.   
Literature based on quantitative research within natural science was also found, giving ‘hard facts’ about 
tuberculosis as well as psychological effects of isolation. Allowing me to be able compare the patients 
and nurses experiences with what researchers have found. The sources I found are articles are produced 
by known publicists such as world health organisation (WHO) and the Norwegian public health institute 
(FHI) giving a credibility to the source. 
Though only having mentioned a few of the many articles I found, these are the ones that are given the 
most credit throughout my thesis. Others will be mentioned and their studies and methods have 
undergone the same critique as those mentioned here. 
 
In addition to research I have also chosen a main theoretician, Joyce Travelbee, to bring nursing 
perspective and relevance to my assignment. Travelbee’s (1971) book ‘Interpersonal Aspects of 
Nursing’ is built on an existential philosophy where she places emphasis on human-to-human 
relationship between nurse and patient. I find her approach fitting to my subject in that she focuses on 
the encounter between the nurse and patient through a focus on a purpose of nursing, therapeutic use of 
self, human-to-human relationship as well as a concept of communication. It is exactly these things that 
I am trying to focus on throughout my thesis, and therefore Travelbee was an automatic choice.  
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2.3 My approach 
I have chosen to take a non-traditional approach to my thesis, affecting the way the paper is presented 
both in form and in writing style.  Following this method and ethics section of my thesis the main body 
will be written, where theory and discussion will be written simultaneously creating a argumentative 
text, approaching it for a from for English essay style (Davies, 2008). The main text will be divided into 
four main sections. Each of these sections will have a main point which is relevant to answering the 
problem statement; this will be made clear in the introduction of each section. This is followed by an 
explanation section including theory and discussion around the main point, and summing up in 
conclusive summary. At the end of the four sections there will be a main conclusion. In the conclusion 
the four points will be linked together and related to the problem statement, allowing for conclusions to 
be drawn.  I have also chosen to use a fictive example throughout my thesis, enabling the reader to 
picture the situation and creating a deeper understanding and connection to the subject. For the sake of 
clarity and distinction the patient will often be referred to as male (he, him, and his) and the nurse as 
female (she and her). 
My writing style will be influenced by the fact that I have chosen to let my narrative voice be clear, 
reflecting my own thoughts and understanding around the subject; also allowing for the flow of the 
assignment to reflect how I presume reality should be. For me, nursing is neither purely theoretical nor 
purely practical, but both; therefore I draw in from my experience and thoughts from my three years in 
nursing education, which is typical for the essay style I have chosen (Davies, 2008).  With that said it’s 
important to understand that subjective perspectives are always an interpretation which reflects set 
person’s worldview, view on humans and other philosophical phenomenon, and therefore the validity of 
generalising my arguments can be questioned (Grimen, 2009). With this taken into consideration the 
conclusion of the assignment will not declare a definitive answer, but rather reflect my understanding of 
whether or not the problem statement can be met; making a suggestion for the general population. 
 
While writing in this style induces a subjective perspective on the matter, there will be held a firm grasp 
in the academic proportions of the subject and theories applied. To make sure of this, in the beginning 
the patient and his diagnosis will be explained more theoretically in order to create a foundation for the 
reader, assuming the reader has no previous knowledge around the matter.  My reasoning for choosing 
to write in this style is that I have experience from my education abroad with writing in essay style, as 
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well as it allows me to present the subject in a more creative way, hopefully making it more interesting 
for the reader. One can question whether or not the negative sides with writing subjectively and 
personally can take away from the academic and theoretical aspects of the thesis. However, through 
guidance with my designated mentor, student peer group and my own critical thinking I have come to 
the conclusion that this was a good way to present the information, allowing for the thesis to become 
lively, interesting and informative for the reader; portraying a perspective which can challenge and 
inform. 
 
2.4 Keeping the ethical guidelines 
I have from the very start of working on my thesis been aware of keeping to the ethical guidelines that 
are expected for this paper. All research and publications have been credited their honour through 
correct references and hopefully right interpretations of their work. All observations that are written 
about are purely my own or fictional, therefore keeping all anonymity. 
 
2.5 What is coming next? 
I will now be moving onto the body of the assignment where the problem statement will be approached 
through four different points; “Acknowledging a need”, “social contact”, “Accept and emotional 
support” and “Knowledge, information and communication”. As these represent what areas need to be 
approached in order for the nurse to be able to help the patient avoid the psychological effects of 
isolation (Gammon, 1998).  
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3.0 Acknowledging a need 
The ability to be able to help a patient with tuberculosis in isolation, or any patient for that matter, 
requires that the person is in need. In order to be able to see if there is a need, an understanding of the 
situation must be portrayed; therefore an example will be used in order to further discuss the needs of 
tuberculosis patients in isolation.   
David is a 39 year old man originally from Argentina. He has lived in Norway for 11 years. He is 
married to a Norwegian woman and together they have two young children. David speaks almost fluent 
Norwegian, and has adapted much of the Norwegian culture into his own daily life. David was admitted 
to the hospital with excessive weight loss and wasting, tiredness, a productive cough with traces of 
blood, anemia, chest pains and dyspnea. He is placed in isolation with the temporary diagnosis, 
pulmonary tuberculosis.  
Since David has been admitted to the hospital it is most likely that he has a form of active tuberculosis, 
embodying a more obvious picture of the illness where symptoms and clinical features become more 
present. Patients with an active form of tuberculosis by law required to be isolated for up a minimum of 
two weeks (Almås, 2010). Isolating an infected person by segregating them from other patients in order 
to prevent cross-infection to others has been used to treat and contain epidemic diseases for many years 
(Gammon, 1999). Having an understanding of the ramifications of the illness and the consequences of 
being in isolation are important for the treating nurse in order to be able to see the patient’s need 
(Travelbee, 1971), and furthermore to be able to prevent this from happening.  
 
3.1 A problem of a tuberculosis diagnosis or psychological effects of isolation? 
Patients in isolation are prone to experiencing psychological effects (Gammon, 1999). Researchers have 
approached these psychological effects out from two different causes; one being because of having a 
communicable disease, such as tuberculosis; and the other from being isolated. 
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3.1.1 The tuberculosis experience  
Having a communicable disease such as tuberculosis can be unsettling. In general, communicable 
diseases are associated with fear and often have a stigmatising relation to it. This can possibly be due to 
the associations with poverty and low standards of living that have through time been common with 
tuberculosis (Knechel, 2009). While living with tuberculosis today is easier than it was a hundred years 
ago one can be led to think that patients would experience less stigmatism and prejudice today.  
However, cultural attitudes have for years depicted the attitude towards those infected with tuberculosis 
(Daniel, 2006) and have laid a foundation for many cultures today, where there is still an attitude that 
portrays tuberculosis as unclean and taboo (Kelly, 1999). 
In the article “Quality of life in tuberculosis: Patient and provider perspectives” Hansel et al (2004) 
suggests that tuberculosis places a substantial burden on the person’s quality of life. Their study was 
based on interviewing people with tuberculosis in different phases in the disease; finding out what they 
felt affected their quality of life. The patients they interviewed reported experiencing social stigma and 
isolation from friends and family as well as suffering from depression and anxiety due to their disease 
(Hansel et al, 2004). This is also confirmed by Kelly (1999) who found in her study trial that patients 
with tuberculosis claimed feelings of stigmatisation, anxiety, depression and low self-esteem related to 
their tuberculosis diagnosis. The stigma was apparently caused by isolation and avoidance from friends 
and family based on their prejudice views of the illness. A stigma is an attribute or quality which sets a 
person out from what is considered normal amongst the general population (Madeo, 2003). This can 
stem out from the experience of being locked away, the use of protective equipment associated with 
being infectious and unclean, or from the “contagious” sign on the door (Knowles, 1993). It can be 
debated whether or not feelings of stigmatisation are merely wrong self evaluations or whether or not 
they truly are being exhibited by other people. In many cases the feeling of being stigmatised is strongly 
present, yet there is little compliance between the person’s feelings and the actual act of stigmatisation 
from others. No matter what the reasoning for feelings of stigmatisation and no matter if they are truly 
objective or only subjective the patient still suffers and therefore these feelings need to be approached as 
a real need. Kelly (2009) claimed anxiety and stigmatisation can also come from the fact that there is to 
be a limited entrance of personal and guests in and out of the room, and for those who enter protective 
gear used, creating feelings of alienation which in turn create anxiety. 
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While the importance of these findings can be discussed, some researchers would argue whether or not 
these effects are solely dependent on and due to the patient having a communicable disease, or whether 
or not they are rather effects of being in isolation.  
 
3.1.2 Gammon’s emphasis of psychological effects of isolation 
It has since the 1970’s been discussed whether or not patients in isolation are exposed to experiencing 
effects from their time in isolation. Some of the first researchers within this field found physical and 
emotional effects such as loss of appetite, boredom (Almås, 2010), fear, confusion, restlessness, anger, 
frustration, guilt (Barratt et al, 2011), and deficiencies in the sensory senses (Dehkordi and Tavakol, 
2010). I find it understandable for patients to react this way when thinking about being ‘locked up’ in 
what can be portrayed as a prison cell, because of a sickness which could feel like a common flu or cold 
(Knechel, 2009).  
 
In Gammon’s article, “Analysis of the stressful effects of hospitalisation and source isolation on coping 
and psychological constructs” (1998), Gammon produced a qualitative research study where he 
investigated and compared the psychological effects of hospitalization and isolation on patients with 
communicable diseases. His research concluded that there were found psychological affects both in 
hospitalized and isolated patients; however to a much larger degree amongst those who were isolated. 
The study showed that there were several main constructs of psychological effects.  
 
First Gammon (1998) mentions anxiety, which can be seen as a subjective feeling which is often 
experienced as an uncomfortable worry or uncertainty (Hummelvoll, 2004).  Both Chalco et al (2006) 
and Madeo (2003) have placed emphasis on this amongst these patients. Patients, like David, can 
experience anxiety due to an insecurity and fear of what the future holds; whether or not he’s infected 
others, from not having control, wondering how life after being in isolation will be; or possibly from 
having to sit in the same room day in and day out with people coming in equipped with protective gear 
(Madeo, 2003).  
 
Secondly, Gammon (1998) mentions depression which is often linked to loss, oppressed vitality and a 
lack of motivation (Hummelvoll, 2004). In David’s case these reactions can be caused by the loss of 
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freedom to live life as normal, being alone- as families are discourage from visiting (Almås, 2010), or 
from feeling misunderstood and judged.  
 
Thirdly, Gammon (1998) mentions low self-esteem as a reaction. Self-esteem entails the individuals 
understanding of his or her own worth. It affects the person’s thought processes, emotions, dreams, 
values and goals. It’s a function of being loved and respected by others. One’s self-esteem is strongly 
effected by others reactions, avoidance and being isolated by others (Hummelvoll, 2004). For David this 
can be a result of the isolation and the diagnosis.   
 
Fourthly, Gammon (1998) looks at loss of control, which in this case is the feeling of not having control 
over the situation, one’s private life and feelings. Feeling of a loss or lack of control can lead to 
frustration, anger, guilt as well as a deeper feeling of lowered self-esteem, anxiety and depression 
(Hummelvoll, 2004).  
  
While there is disagreement of to what degree the psychological effects isolations brings with it (Ward, 
2000), most research within the field agrees with Gammon’s findings.  Madeo (2003) who focused on 
patients with MRSA in isolation and Kelly (1999), who focused on patients with tuberculosis in 
isolation, agree with Gammon’s findings but also emphasize stigmatization as a major psychological 
construct.  
 
3.1.3 Agreeing on the needs  
After finding out what reactions were caused by isolation Gammon (1998) found that patients felt that 
their needs could be broken down into three categories: knowledge and information, accept and 
emotional support, and closeness and contact. The patients that took part in his study felt that the 
presence of these elements would have helped them to cope better with their situation at hand. 
While other researchers focus on the set up of the room, and need for television and a window (Ward, 
2000); I agree with Gammon’s focus that the patient’s needs for relationship is important. Chalco et al 
(2006 ) and Kelly (1999) also focused on the needs of relationship, camaraderie and understanding; 
coinciding with Gammon’s categorisations.  This, in my eyes, reflects a need for a nurse to intervene 
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and I have therefore chosen to go out from Gammons three main points; knowledge and information, 
social contact, and accept and emotional support. 
 
3.2 Summary 
Out from Gammon’s (1998) results together with Hansel et al (2006) and Kelly (1999)’s findings it is 
seen that tuberculosis patients in isolation are exposed to experiencing different forms for negative 
psychological effects due to both having an infectious disease as well as being isolated. Anxiety, 
depression, loss of control, low self-esteem and stigmatisation are the most common. It therefore 
becomes obvious that there is a need for meeting these problems before they occur in order to allow 
these patients to recover from their illness with the smallest amount complications. While researchers 
may argue over what causes of these consequences are, they do agree on the main needs these patients 
have. They claim a need for knowledge and information, being met with acceptance and emotional 
support as well as having sufficient social contact (Gammon, 1998; Chalco et al, 2006; Kelly, 1999). 
Meeting these needs could be the answer to preventing the patient from experiencing the psychological 
effects. Now that the needs are assessed the nurse’s intervention can be planned and aimed towards 
meeting them.  
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4.0 Social contact 
Social contact is a need that humans present essential from birth to death. All the social sciences 
including psychology, sociology and social anthropology, place emphasis on humans’ natural need for 
contact (Myers, 2009). This need is no different amongst those who are isolated; rather it can be viewed 
as more vital (Chalco et al, 2006).  
4.1 The vitality of social contact 
Gammon (1999) found exactly this in his research; patients in isolation stated that they have a stronger 
need for social contact than those who were not isolated. This could possibly be due to the fact that the 
majority of patients, like David, have a life that includes contact with other people on a regular basis; but 
when placed in isolation this contact ceases to be the same. In David’s case he is married and has two 
children. His daily life consists of conversing and meeting their needs; as well as him receiving his 
needs met by them. It can then be assumed that when David is in isolation the physical and social 
contact which he receives from his wife and kids will not be able to be duplicated on the same level as at 
home. The rules around isolation could be stopping them from being able to visit as much as they would 
like. The use of the protective gear such as masks, gowns and gloves on all who enter the room serves as 
a barrier between them, strengthening David’s feeling of being infected and creating feelings of distance 
between them (Almås, 2010). It can become a hassle to visit with children, who in David’s case are 
young and unable to understand the conditions of isolation completely and are therefore discouraged 
from visiting (Almås, 2010). This can result in the limiting of David’s normal levels of social and 
physical contact. Out from Gammon’s (1998) research this can contribute to him experiencing the 
psychological effects that follow with isolation.   
This depicts a picture of reality for many patients in isolation (Kelly, 1999). It’s not hard to imagine 
what these experiences can do with a person; social alienation in general can lead to all forms of 
loneliness, depression, anxiety and other psychological outcomes (Myers, 2009). Therefore I give 
credence to the fact that in order for these needs to be met a form for closeness and contact is needed. It 
becomes obvious that due to the actuality that the opportunity for socialising with other patients and 
visitors is limited that the importance of staff relations becomes prominent (Almås, 2010). One can thus 
be led to see that the encounter with the nurse is essential for meeting the need of social contact for 
patients in isolation. For it is through an encounter one uses time with the patient, allowing in turn for 
the patient to receive social contact. 
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4.2 Human-to-human relationship 
Every interaction, every encounter, with the ill patient supplies an opportunity for the nurse to meet the 
patient on his or her premises; allowing her to assess his needs and to build what Travelbee (1971) calls 
a ‘human-to-human relationship’. An encounter entails all interactions between the two; where all 
treatment, all conversation and all actions take place. Although Travelbee (1971) does not directly use 
an own theory for encounter, she places emphasis on that the encounter is where ‘human-to-human 
relationships’ are built. Her human-to-human relationship includes four phases; the original encounter, 
emerging identities, empathy and sympathy. These four phases overlap each other making it somewhat 
difficult to separate them. I have chosen not to use the four phases but rather to use her concept that lay 
behind the phases.  
 
Her concept is that both the nurse and patient come into an encounter as people not as ‘patient’ and 
‘nurse’; and that the relationship is built through them realising each other’s uniqueness, giving 
reciprocal equality to each other. She conveys that in order for this to take place the nurse needs to be 
able to meet the patient where he is, as he is. The nurse must obtain an understanding of the patient, 
where he comes from, what his experiences are and what his needs are. In order to be able to observe 
and find out these things the patient should be met with understanding, acceptance and a non-judgmental 
attitude. For this to be able to take place the nurse needs to view humans as a unique individual and not 
as a patient; encouraging the patient to view the nurse as a human being allowing for the two to build a 
relationship on reciprocal understanding of each other (Travelbee, 1971). 
 
Trust is also an essential element for building a relationship that will allow the nurse to affect the 
patient. Kristofferson (2008) puts weight on the nurse exhibiting basis of humanity and altruism in order 
for the relationship to be built on trust. Finding a common ground of compassion and illness utilises 
one’s humanity; allowing the nurse and patient to meet as equal human beings (Travelbee, 1971). 
Displaying altruism is to show a genuine concern for other, laying aside one’s ego and own desires 
(Kristofferson, 2008). While this is said in a different way and using different terms the concept 
coincides with Travelbee’s human-to-human relationship; both imply the relationship is to be built on 
individual human beings meeting each other (Travelbee, 1971). Through this the nurse can go on to 
approaching the patient’s needs 
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4.3 Approaching the need 
When deriving how nurse is to approach the patient it can be important to see what the purpose of 
nursing is. Having goals and a purpose with the encounter are important for the way it will play out. The 
International Council of Nursing (ICN) and the Norwegian ethical guidelines for nurses state that nurses 
are to prevent illness and promote health ((NSF), 2011).This can be seen as the ultimate goal or focus 
for nursing. It’s to help the patient to prevent or cope with the experiences of illness and or suffering, 
and to help them find meaning in these experiences (Travelbee, 1971). In the case of David, the purpose 
of nursing would be seen as to help prevent and treat the psychological effects of isolation and to help 
him cope and find meaning in his situation as well as attending to his ailments.  This meaning that the 
nurse should aim her abilities towards helping David to avoid the psychological effects of isolation.  
4.3.1 The time issue 
It can be seen that the nurse encompasses the potential for meeting the need of social contact. It is the 
nurse who is most present in the ward and has most contact with patients. She observes the patient in his 
entirety and has the ability to react on his changes, since there is generally a form for continuity over the 
time the patient is isolated (Almås, 2010). It’s recommended in nursing literature that nurses are to use a 
total of one hour per shift with the isolated patient excluding procedures (Almås, 2010). This for me 
expresses an importance of the nurse’s contact with these patients and the dire need for social 
engagement. However, on the other hand it can be difficult for the nurse to be able to give the patient 
enough time.  
 
The nurse is often seen hustling around due to lack of staff, overfilled wards, and many other reasons 
that it doesn’t allow time with the patient except for the routine happenings. Whilst the nurse can feel 
that she is using time with the patient she is really just exhibiting feelings of stress and burden upon the 
patient, which of course is not intentional. Most likely the nurse has a desire to be able to use time with 
the patient, but time is just not of the essence. However, if time allows and the utopic situation appears, 
the nurse has the ability to be a form for social contact for the patient, and in turn possibly meeting the 
need. 
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4.3.2 Use of mindfulness 
The nurse should try to exhibit awareness during the time she has with the patient, allowing for her in 
the moments she has with the patient to exude a ‘here-and-now’ attitude. This thought is what Jon 
Kabat-Zinn (1944 - ) built his life philosophy on, calling it mindfulness (Keng et al, 2011). The basics of 
mindfulness are to observe and then express without judging or evaluating. The next step is to focus on 
what is happening around oneself, to live in the now (Sandvik, 2011). Sandvik (2011) did qualitative 
research amongst nurses who were focusing on using mindfulness themselves in order to be able to do 
their job better. She found that when the nurse manages to focus on living in the now, that they become 
more aware of their own experience of their surroundings and how it affects them. One becomes 
concentrated on their life, gaining control over what they concentrate on (Sandvik, 2011). Two cardinal 
elements are awareness of one’s moment-to-moment experience non-judgementally and with 
acceptance. The use of mindfulness as I understand it, is making yourself aware of what your thoughts 
are here and now, and what you are communicating through your actions, words and being (Keng et al, 
2011). This seems easier said than done; however, Sandvik’s study showed positive results. Using this 
method as a way to approach the time spent with the patient can be seen as a positive way to allow the 
meetings the nurse does have with the patient to be focused and to exude a feeling of acceptance. The 
nurse, instead of focusing on everything around her, directs her attention full towards the patient, 
allowing the patient to feel met socially.  
 
4.3.3 Can the relationship be real? 
Another side which can be seen as problematic is that it can be difficult to meet the need of social 
contact on a real basis, due to the fact that the nurse and patient will have a professional relationship. 
While I do not doubt that genuine friendship can be created between nurse and patient I don’t think that 
it can be to the same extent as friends and family, and therefore I question if the need for social contact 
is a requirement for contact in general or contact with close friends and family who the patient is 
comfortable with. It can also be discussed whether or not it is a healthy for the nurse and patient to 
develop a friendship in a job setting. I can reflect over lectures during my nursing education where it has 
been discussed the importance of bringing our personality into our conversations and encounters with 
patients, as well as showing humanness. We debated whether or not we should be ‘personal’ as nurses. 
As Kristofferson and Nortvedt (2008) points out, there will always be a great amount of personal 
involvement in your caring as nurse, but there must also always be an attitude of professionalism in your 
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personal involving.   Being personal should not be confused with being human, or what I refer to as 
‘humanness’, but rather the aspect of ‘personal’ that brings about friendship. There is a reason that the 
majority of hospital wards discourage nurses from having responsibility for patients who happen to be 
family, friends or acquaintances. I can imagine that some of the reasoning for this is due to patients 
having the right to anonymity but also that some of it is to keep the barrier between friendship and being 
professional. In order for a real friendship to develop it needs to be two-way, there needs to be meaning. 
The question of what a professional relationship is can arise.  
 
Kristoffersen and Nortvedt (2008) say that professional relations are to be ‘one-sided’ relationships. 
However, this goes against Travelbee’s emphasis on building a relation that is reciprocal (1971). What I 
understand Kristoffersen & Nortvedt (2008) to mean is that the relation between the nurse and patient is 
a helping relationship which is limited by time and place. This relationship will most likely not continue 
outside of the setting of the hospital. As much I agree with Travelbee that we, as nurses should strive to 
build relations I think it is important to acknowledge that these relations will be limited.   However, I 
still deem it important for the nurse to focus on her relationship with the patient, and that this 
relationship can create a closeness which is professional yet at the same time reflecting ‘humanness’ and 
allowing for trust to be built. 
 
4.4 Summary 
It’s been made clear through research that social contact is crucial for tuberculosis patients in isolation 
(Gammon, 1998; Chalco et al, 2006). This essential need can be met through all encounters the patient 
has with the nurse, as it is the nurse who patients in isolation have most contact with. In order for 
encounter to have meaning it needs to be built on the foundations of a human-to-human relationship 
(Travelbee, 1971), where each person is to be met as they are. One can raise questions of whether or not 
the nurse is able to acquire a relationship with the patient due to lack of time and the fact that the quasi-
friendship is forced. However, still when the nurse manages to exude mindfulness and is aware of her 
abilities to create trust and be personal while at the same time professional, it would out from my 
opinion, appear that she can meet the need of social contact for these patients. 
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5.0 Acceptance and Emotional support 
One of our great philosophers, Aristotle, claimed that humans are social beings in need of acceptance 
and a sense of belonging.  Psychologists have taken this fundamental thought further to say that humans 
experience higher levels of happiness and satisfaction when they feel supported by their fellow human 
beings (Myer, 2009). Patients with communicable disease in isolation are a vulnerable group who 
express feelings of stigmatisation and ostracism (Gammon, 1998; Kelly, 1999) and they can therefore be 
seen as in need of acceptance and emotional support which are rooted in the sense of belonging (Myer, 
2009). How the nurse views her job and role will effect and predict the way she exercises her ability to 
be an emotional support to the patient (Travelbee, 1971). I find that this is a rather obvious aspect of 
nursing; but the not so obvious is the answer to how the nurse can approach the patient with acceptance 
and emotional support. The discussion goes further on to how a nurse can in her busyness meet this need 
through an understanding of acceptance and health and illness?  
 
5.1 An understanding of acceptance 
My view of acceptance can be explained with synonym words such as agreement, acknowledgement and 
approval. Emotional support can be seen as backing a person up, being present in their need, and 
empowering the patient to handle the situation. To be an emotional support requires accepting the 
patient as a person and acknowledging his uniqueness as essential, thereby being able to come along 
side and support him (Travelbee, 1971). This is a task which the nurse faces the possibility of meeting 
every time she encounters the patient. Travelbee (1971) questions whether or not acceptance should be 
used in its full meaning in the nursing context. With this she expresses that nurses should not accept the 
illness, nor the ill person, because the purpose of the nurse is to ward off illness. While this makes sense 
on the level that illness is something we don’t want to tolerate, we want to help the patients to avoid 
illness and to attain higher levels of health. At the same time it can be problematic to approach it in this 
matter. For to say that we shouldn’t accept illness or the ill person can be misunderstood as in-toleration 
of the patient’s situation. This in turn, in my eyes, leaves little room for counteracting the stigmatisation 
that comes with communicable diseases and isolation. As well as to say that we don’t accept illness is 
also to create further denial in the patient, which can hinder the avoidance of psychological effects of 
isolation (Gammon, 1999). While this can be looked at as a matter of speech, I still feel that it is 
important to have reflected over this matter, for the goal is to meet the need of acceptance.  
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5.2   Understanding of health and illness 
We, as students, have been encouraged throughout our education, to look at how we view ourselves and 
others as human beings and what our view on health and illness is. For how we, as future nurses, view 
health will reflect how we treat our patients; and in turn how our patients view health and illness will 
also affect how they receive their treatment. The way in which one looks at his or her illness has an 
effect on their acceptance of help and chances for preventing further complications (Travelbee, 1971).  
Illness and health are controversial subjects which can be hard to define, a battle between health as the 
absence of sickness and health as a continuum are debated (Kristoffersen, 2008). Looking back to the 
example, if David only views health as the complete absence of illness then he may see his situation as 
rather grim, giving him little to no motivation or empowerment to handle his situation, nor to fight off 
the possible psychological consequences that come with being in isolation. This could leave the nurse in 
a difficult situation in regards to helping him avoid these consequences. The nurse would have to find 
alternative ways of approaching him. However, if David views health as a continuum or as including 
both the physical, mental, social and spiritual he will see that is easier to look positively at the other 
things in his life which make him feel empowered and in control. This sense of control can place him in 
a better situation for handling possible complications and doing his part to ward off the psychological 
reactions that could have otherwise occurred. These opinions will affect the way the nurse finds it 
possible to meet the patient. 
I find myself agreeing with Travelbee’s (1971) definition and theory of illness and health, claiming that 
health has both a subjective and objective side to it. To view health objectively is to judge one’s health 
out from the presence or absence of illness. The subjective view on health is how the individual 
experiences himself as healthy or ill. Apparently, the patient’s subjective feeling of his situation and the 
cultural society the person comes from will affect his approach to coping with it (Travelbee, 1971). This 
would mean that if patient doesn’t believe that he is sick and doesn’t see a point with the treatment, that 
then his experience will be meaningless and an attempt to regain a health which is not lost will also be 
meaningless. For the nurse being able to attain an understanding of the patients view on his illness and 
general life situation is of great importance to be able to assist in this area. Thinking of health and illness 
the way Travelbee (1971) does gives the nurse the ability to acknowledge that the patient is sick and in 
need of help, but is also allows for the patient to have a personal experience, creating room for 
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intervention and an encounter. As a nurse we have to be able to meet patients where they are, as they 
are.  
 
5.3. Approaching the person as a whole 
Throughout my soon three years in nursing education if there is one thing that has been emphasized 
more than the rest it would be the focus on the nurse meeting the patient as a ‘whole’; meaning seeing 
the entire accumulation of needs of the patient; not just the physical, but also the social, emotional and 
spiritual. What I mean with this is being able to approach the patient as a person and not just as a patient 
is pivotal; especially in order to create feelings of accept and emotional support in the patient, in turn 
allowing for a relationship to bloom.  
Travelbee states that “there are no patients; only individual human beings who can render the assistance 
that is needed” (Travelbee, 1971, p. 32). With this statement Travelbee is making a point of not labelling 
the patient as ‘patient’ but rather that this person is first and foremost an individual human being who is 
just like the rest of us, yet at the same time unique. This reflects her view of human beings as being 
unique and social individuals (Travelbee, 1971). One’s view of human beings can reflect many aspects 
of a person’s life, how one is raised, one’s political views, life experiences, values, etc. So it can be 
difficult to expect everyone to have a similar understanding of the value of a human being. However, 
nurses during their education undergo a process where values and norms are presented and when 
receiving authorisation there is an expected understanding of basic ethical understanding of human 
beings ((NSF), 2011). The Norwegian nursing guideline of ethics states that nurses are to treat all human 
beings with respect for their religion, culture and sexual preferences (ibid). This in my understanding 
lays ground rules for treating others with respect and acceptance. The nurse must therefore prepare 
herself mentally before meeting the patient; throwing away all biases that she has had from before about 
the illness and patient (Travelbee, 1971). It’s important to be aware that experiences with previous 
patients she has had and negatively charged reports from colleagues can affect her opinions about the 
patient before even meeting him. The nurse should try to exude mindfulness trying to meet the patient as 
Travelbee would, with a therapeutic use of self (Travelbee, 1971).    
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5.3.1 The therapeutic use of self 
It is clear, for me, that the nurse is to see the patient in his entirety and to meet him from a holistic view 
point. There are many theories and ideas of how the nurse can approach this, and I view Travelbee’s 
(1971) therapeutic use of self as rather relevant in this area. The therapeutic use of self focuses on the 
nurse possessing the ability to be able to use her personality consciously, and in full awareness being 
able to attempt to establish relatedness and structure in a nursing intervention. Relatedness or rapport, as 
Travelbee calls it, is an encounter between the nurse and patient; where feelings, thoughts and attitudes 
are communicated such that both individuals can behave in a manner which causes mutual significance 
between the two. The therapeutic use of self can be used to create expressions of acceptance and 
emotional support, allowing the nurse to meet the patient’s needs (Travelbee, 1971).  
Patients in Chalco et al’s (2006) study claimed that the nurses who were more reflected over themselves 
and more focused on the way they present themselves to patients was reflected in their ability to be 
supportive and understanding of the difficulties of isolation.  This resonates that the nurse has an 
understanding of the dynamics of human behaviour, as well as the ability to be able to interpret her own 
behaviour and the behaviour of her patients (Travelbee, 1971). For me, this would mean being able to 
foresee what can possibly happen and to use oneself and ones potential to inhibit it from happening. The 
nurse should have competence and enough knowledge around the effects of isolation and tuberculosis to 
succumb her to be able to foresee the possibilities of psychological effects. Thus, being able to 
acknowledge her abilities to stop them from developing, engaging her to use her personality and learned 
abilities to be able to work against the consequences. The therapeutic use of self is achieved through the 
nurse realising that her own beliefs, understanding of people and health and illness will affect her ability 
to be able to help others in their situation (Travelbee, 1971). 
  
5.3.2 The importance of acknowledging roles 
If one were to see the encounter between the nurse and David it could be observed that it is a patient 
meeting a nurse, and each individual is given a role in the situation. A role can be defined as a sum of 
presumed expectations accompanying the position (Renolen, 2008).  Being a patient gives David a new 
role, ‘patient’. Patients who are confined in isolation over longer periods of time often find themselves 
losing their roles as people (Gammon, 1999). Their patient role can override the roles that they normally 
have and this can create a form of individual crisis for them; they become patient rather than dad or 
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husband. This does something with the person, increasing their feelings of stigmatisation and in turn 
increasing their need for acceptance (Gammon, 1998).  
Travelbee (1971) is against giving the patient the role ‘patient’ as she thinks this hinders him from being 
able to be accepted as he is and takes away from his individuality. I can understand her reasoning for 
this, in that the patient could feel judged making way for the psychological problems instead of 
hindering them.  However, being able to be a patient also allows the patient to take the time to be ill and 
to gain restitution from his illness.  It also allows him to deal with and confront his situation instead of 
denying it (Renolen, 2008). Denial can lead to feelings of frustration and misunderstanding which in 
turn can counteract the nurse fulfilling the purpose of nursing and decreasing meaning in the situation 
(Hummelvoll, 2004). Travelbee (1971) has stated that meaning is important for the patient if he is to be 
able to overcome his situation. He must find meaning in his sickness. While I don’t totally agree that 
there is always a meaning with illness, I do agree with finding meaning in treatment and in actions. 
While it is crucial to encourage the person in his roles and his natural resources, it is also important to 
allow him the time to be a patient, and to accept his situation (Renolen, 2008). If the nurse shows that 
she herself accepts the patient’s situation, giving thorough information which gives understanding, the 
patient will be better equipped to avoid the negative psychological effects.  How the patient understands 
what the role of the nurse is, will also affect his understanding of the way he allows the nurse to 
intervene (Travelbee, 1971), in turn affecting is psychological state. While the nurse cannot make up the 
patient’s mind about how he views a nurse she can be clear and informative about why she is there and 
how she can be of assistance to the patient, thus enabling her to be able to help him. 
5.4 Summary 
Exuding acceptance of who the patient is, his views on health and illness and the totality of his situation 
can allow for the nurse to create meaning (Travelbee, 1971). This can counteract the patient’s feelings of 
stigmatisation, anxiety, loss of control and low self-esteem which come from isolation (Gammon, 1999). 
Instead this can enhance the feelings of accept, closeness and emotional support. This then suggests that 
the nurse in her meeting with the patient is capable of exhibiting acceptance and being an emotional 
support and in turn helping the patient avoid the psychological consequences of isolation. 
 
  
29 
6.0 Knowledge, information and communication 
All human beings have a need for knowledge and understanding. This can be seen alone or in the way 
our society is built up and based around knowledge. Our political systems, education systems, societal 
rankings all point to knowledge and understanding as a cardinal need for human existence. 
Anthropologists and sociologists focus on this as one of our modern society’s most sought after aspects 
(Grimen, 2009). When our society is so focused on bringing up a nation who seeks knowledge and 
information how then can we expect the patient in his most vulnerable situations to be any different? 
Both Gammon (1999) and Kelly (1999) found in their research that patients expressed a need for 
knowledge and information during their time in isolation. As nurses having and understanding of the 
importance of the patients need for knowledge and being informed as well as how the nurse 
communicates is essential for being able to meet this need.  
6.1 Importance of knowledge and information 
I can concur that I have through my own experience in isolation seen that lacking information can create 
feelings of chaos and misunderstanding and thus a longing for information.  A further look at David’s 
situation can be helpful; 
David was shocked to find out that it was tuberculosis he had caught. Tuberculosis was normal in 
Argentina, but not here. What will people think? What does this mean? 
 It’s easy for patients in a situation like this to get hung up in the overwhelming feeling of being an 
object of contamination and having to deal with the protective isolation procedures. David could 
proceed to build up an imaginative outcome which can stress him and create feelings which give both a 
physiological, emotional and psychological outcome. One can proceed to say that information is 
therefore essential for creating calmness and reducing anxiety around the situation (Hummelvoll, 2004). 
Hummelvoll (2004) says that information can relieve anxiety, creating feelings of safety and security. A 
lack of understanding can expel a person’s freedom, empowerment and opportunity to take part in the 
goal of avoiding the psychological effects (Alvsvåg, 2010). This can be seen through that if David is not 
given correct information or enough information about his situation and the treatment, that he will be 
limited in his ability to do his part in overcoming the possible consequence. However, if David is 
informed about the consequence he can be better suited to prevent them.  This shows the importance of 
the nurse gathering an understanding of David’s knowledge around his situation. It can be easy for the 
nurse to think that David knows more than he does; making this misjudgement can be a furthering factor 
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in the development of complications.  Therefore she must observe his reactions to information during 
conversations (Travelbee, 1971), she must not be afraid to ask him if he has understood what has been 
said, and she should take a starting point in that he knows nothing and rather give the information one 
too many times instead of none at all (Eide & Eide, 2008).  
On the other hand one can discuss whether or not a patient can receive too much information or whether 
information can be given at the wrong time in the wrong way, thus increasing the anxiety rather than 
decreasing it. For example, if David is given information which is not complete and understandable he 
can misunderstand creating further confusion and more anxiety. As well as if information is give at a 
time where he is unable to take it all in, he may not receive it nor remember it, also creating anxiety. 
These are point that I think are important to consider.  However, most research shows that if the 
information is communicated in a way that is understandable and in appropriate amounts at appropriate 
times that it does more good than harm, and is effective in reducing anxiety and creating a sense of 
control for patients in these situations (Eide & Eide, 2008).  
 
6.2 Importance of Communicating to the isolated patient 
Communication is one of a nurse’s most important tools and abilities. It is the way through which she 
presents herself, her meanings, information, hopes and challenges. Everyone communicates but not 
everybody communicates well (Travelbee, 1971). This is something that can be seen in every 
relationship, and that I find exceedingly relevant, in the relation between the nurse and the patient. 
Hospitals are busy places, nurses are often busy people. A challenge with being a nurse is that involves 
working with many different people in tight quarters is that, one must be constantly aware of what one is 
communicating.  
Communication is not only verbal but non-verbal. It is said that over 70% of what a person 
communicates is communicated through the non-verbal; being body language,  eye contact, suggestive 
signals, physical distance or closeness, use of room and space, etc. (Eide & Eide, 2008). Both verbal and 
non-verbal communication is essential for the encounter between the nurse and the patient. Out from my 
perspective, I can imagine that communication is even more important for tuberculosis patients in 
isolation; due to the fact that being alone over longer periods of time can present difficulties with one’s 
own imagination (Gammon, 1998). This can allow for the patient to have difficulty discerning own 
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thoughts and fantasies from reality, creating opportunities for anxiety to arise. The way the nurse 
communicates is therefore even more important. 
Communication can be problematic, as it demands portraying a thought or emotion to another and 
having them understand it (Travelbee, 1971). The challenge I see with this is that we communicate 
through our own views which are affected by our society, culture and upbringing; to another person who 
is also affected by their society, culture and upbringing.  For example, David having grown up in 
Argentina has most likely had a different upbringing than the nurse he is trying to communicate with. 
The nurse can say one thing, and David can interpret it as something completely different. This isn’t 
only important to be aware of when there are cultural differences, but people from the same town, being 
neighbours can have the same difficulties due to that their understanding of what is being communicated 
is being interpreted through their values and attitudes. Communication is reliant on the nurse and the 
patient taking part in a reciprocal process (Travelbee, 1971).  
 
6.3 Communications forms and colours 
Communication with the patient can have a few different goals. The ultimate goal is for both people in 
the conversation to be able give or receive information and to be able to build a relationship, creating 
meaning. The way in which the nurse communicates and opens up for communication through her 
encounter with the patient will either promote understanding or hinder it (Travelbee, 1971).  
Eide & Eide (2007) write about communication which can be used to promote health, prevent sickness, 
restore health and relieve suffering; which coincides with Travelbee’s (1971) purpose of nursing. Here, 
communicating information in ways that contribute to solving problems and stimulates patients and 
family to cope with the situation as good as possible. 
It’s not only important for the nurse to be aware of the way she is communicating, but also the way she 
receives the patient’s communication. Eide & Eide (2007) place focus on listening actively, which is 
more than just hearing what a person is saying; active listening creates meaning. If a nurse is going to 
listen actively I find that using mindfulness can be relevant. As mentioned earlier mindfulness helps one 
to focus on being where one is in total awareness and not being distracted of everything else (Keng et al, 
2011). When listening actively one is to be aware of the person one is communicating with; in this case 
the nurse is to be aware of the patient (Eide & Eide, 2007). The nurse should give verbal affirmation to 
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show that she is listening and interested. Asking the patient questions which cause him to expand on 
what is saying can create openness between the two.  
Also, when listening actively the nurse can try paraphrasing and reformulating what the patient has said 
in order for him to hear his own thoughts; as well as relaying his feelings (Eide & Eide, 2007). 
Travelbee also places emphasis on this, she calls it “the use of reflecting technique” (Travelbee, 1971, p. 
108). I agree that using this form for communication can beneficial for the patient allowing him to hear 
has  own thoughts through the nurse and being able to come to affirm or deny his feelings.  
Something I also find of importance while listening is being aware of the ‘hidden’ responses one gives 
through body language and facial expressions when listening. It’s not always easy to be aware of the 
subtle implications one makes when listening, therefore it is important to have a focus on this while in 
the situation (Travelbee, 1971; Eide & Eide, 2007). 
If the nurse is aware of whether or not she is listening actively she can encourage the patient to express 
himself. When the patient feels met in this way he will also experience being accepted and supported 
and giving him a higher level of self-esteem (Gammon, 1998).    
 
6.4 Summary 
Gammon (1998) stated that information and understanding is a need that is essential for patients in 
isolation. Having an understanding of why it is important and how one through communicating 
information and listening actively can enhance the patient’s understanding and information around his 
situation. This in turn allows for the nurse to assist the patient in hindering anxiety, lack of control and 
low self-esteem from taking place.        
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7.0 Conclusion 
Gammon’s (1998) research conveys that patients in isolation are prone to experiencing the negative 
psychological effects of anxiety, depression, loss of control, low self-esteem and stigmatisation. 
Alongside Kelly (1999) and Chalco et al. (2006), Gammon (1998) has acknowledged that tuberculosis 
patients in isolation have three major needs; a need for social contact, acceptance and emotional support 
as well as knowledge and understanding. These three aspects together form a picture of the need for a 
relationship, which can be acquired through every encounter between the nurse and patient. There are 
however, challenges that need to be overcome in order for this to take place. It requires that the nurse 
has knowledge of the patient’s vulnerability and an awareness of her own attitudes and prejudices in 
order to be able to meet the patient as a person. She needs to exude acceptance in the situation, being an 
emotional support and form for social contact even in time-pressed situations. Finally through clear 
communicating and active listening she can convey knowledge and understand to the patient. Through 
my reflections I have resonated to a tentative answer that, if these challenges are met that it is then 
possible for the nurse to use her encounter with the tuberculosis patient in order to help him avoid the 
psychological effects of isolation. 
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